Disparities in access to care persist despite efforts to improve care for underserved patients: racial and ethnic minorities, the uninsured, the poor, Medicaid recipients, and non-English speakers.
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Minority Physicians' Role in the Care of Underserved Patients: Diversifying the Physician Workforce May Be Key in Addressing Health Disparities Disparities in access to care persist despite efforts to improve care for underserved patients: racial and ethnic minorities, the uninsured, the poor, Medicaid recipients, and non-English speakers.
1 A shortage of physicians practicing in communities where disadvantaged patients live is a major contributor.
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Minority and non-English-speaking populations in the United States have grown markedly during the past 2 decades, 3 and minorities may be a majority by 2050. While the Patient Protection and Affordable Care Act will expand insurance coverage for low-income, uninsured individuals, concern remains about the supply of physicians to care for these newly insured populations.
If nonwhite physicians care for a large proportion of the underserved, then increasing the racial and ethnic diversity of the physician workforce may help. A prior nationally representative study indicated that in 1987, nonwhite physicians disproportionately cared for underserved and sicker patients 4 ; to our knowledge, these data have not been updated since. Given the demographic changes and impending implementation of the Patient Protection and Affordable Care Act, this question has renewed relevance.
Methods | We performed a cross-sectional analysis of 7070 adults in the 2010 Medical Expenditure Panel Survey who identified a medical provider (not a facility) as their usual source of care. We calculated unadjusted odds ratios to estimate the likelihood of having a nonwhite physician for patients who were racial and ethnic minorities, low income, Medicaid enrollees, uninsured, and non-English home language speakers. We then adjusted these odds ratios for physician sex, office type, geographic region, and metropolitan statistical area status by applying multiple logistic regression models. Last, we compared self-reported health status and health care use for patients of minority and non-Hispanic white physicians using χ 2 tests. National estimates were calculated with weights provided by the Medical Expenditure Panel Survey. Institutional review board approval was waived.
Results | Nonwhite physicians cared for 53.5% of minority and 70.4% of non-English-speaking patients. In unadjusted ( Table 1 ) and adjusted (data not shown) analyses, patients from underserved groups (except uninsured patients) were significantly more likely to see nonwhite physicians than white physicians. Patients of black, Hispanic, and Asian physicians were more likely to have Medicaid; patients of Hispanic physicians were more likely to be uninsured. Higher proportions of black physicians' patients were obese, had self-reported fair or poor health, and used the emergency department. For patients of Asian and Hispanic physicians, several health status measures were better than those of patients of white physicians, but self-reported fair or poor health was worse ( Table 2) .
Discussion | Nonwhite physicians provide a disproportionate share of care to underserved populations. Hence, increasing the racial and ethnic diversity of the physician workforce may be key to meeting national goals to eliminate health disparities.
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Our findings do not argue for buttressing de facto medical segregation or denigrate the efforts of nonminority physicians who care for the disadvantaged. Nonetheless, it is clear that the preferences of physicians in choosing practice settings and of patients in choosing physicians combine to create an outsized role for minority physicians caring for the disadvantaged.
It is worrisome that there has been little growth in the proportion of physicians who are black or Hispanic relative to their population size, 6 despite support for workforce diversification from the Institute of Medicine and the Association of American Medical Colleges. More robust policies aimed at recruitment of racial and ethnic minorities into medical school are likely needed. Building a physician workforce that is more representative of the US population would likely help address inequalities in health and health care. Study limitations include assignment of physician race based on patient report and lack of information on physician characteristics such as age, postgraduate year, and foreign graduate status. Also, our findings are not generalizable to those without a usual source of care. 
